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Abstract
Hypertension affects approximately 31.1% of adults (1.39 million) worldwide. It
continues to be a significant risk factor for cardiovascular disease and strokes, the leading causes
of death in the United States (Mills, Stefanescu, & He, 2020). Hypertension is expected to
increase due to the aging population and unhealthy lifestyle choices of the American people
(American Heart Association [AHA], 2018a). Therefore, effective strategies are required to
manage hypertension in order to decrease stroke and cardiovascular events that can save the lives
of many Americans. National programs such as Healthy People 2020 are working to achieve
blood pressure control within the United States population, but overall blood pressure
measurements continue to be above normal ranges (Office of Disease Prevention and Health
Promotion [ODPHP], 2019). The purpose of this pilot project was to determine if participation
in a faith-based health education on hypertension management would improve health behaviors
and blood pressure measurements to assist in combating this problem. In the four-week faithbased health intervention, there were no significant differences found in the H-SCALE subscale
total scores that were measured before and after the intervention. Slight improvements/declines
were discovered in various individual questions in the diet and weight management subscales,
but not enough to make a significant impact on the H-SCALE subscale total scores. Systolic and
diastolic blood pressure measurements were slightly reduced in four out of six participants, but
no significant differences were found. However, this faith-based health education provided a
safe and trusting environment where relationships were developed and participants shared their
struggles in managing their health. Significant differences in health behaviors and blood
pressure measurements may become evident in future studies implemented over a longer period
of time with larger sample sizes, but further research is needed.
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Chapter 1
Background and Significance of the Project
Hypertension affects approximately 31.1% of adults (1.39 million) worldwide. It
continues to be a significant risk factor for cardiovascular diseases and strokes, the leading
causes of death in the United States (Mills, Stefanescu, & He, 2020). Hypertension is often
referred to as high blood pressure, considered a “silent killer” because many of those who have
the condition do not experience any signs and symptoms (Centers for Disease Control and
Prevention [CDC], 2020). Unfortunately, by the time an individual is diagnosed with
hypertension, harmful effects such as blood vessel, heart, and kidney disease may have already
occurred. Approximately 500,000 deaths in 2017 were caused by or closely associated with
having hypertension in the United States (CDC, 2020). Hypertension is expected to increase due
to the aging population and unhealthy lifestyle choices of the American people (American Heart
Association [AHA], 2018a). Therefore, effective strategies are required to manage hypertension
in order to decrease stroke and cardiovascular events that can save the lives of many Americans.
Early identification of elevated blood pressure and hypertension is the recommended
approach of the updated Clinical Practice Guidelines from the American College of
Cardiology/AHA Task Force (Whelton et al., 2017). Patients identified as having hypertension
should be screened for modifiable cardiovascular risk factors such as smoking, diabetes, high
cholesterol, obesity, inactivity, increased stress, and sleep apnea. Blood tests, a urinalysis, and
an electrocardiogram are the minimal diagnostic tests needed to assess for end organ damage.
End organ damage occurs when sustained, uncontrolled hypertension has caused injury to the
body’s major organs such as the heart, kidneys, brain, and eyes. Blood tests should include a
fasting blood glucose, complete blood count, fasting lipids, basic metabolic panel, and a thyroid
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stimulating hormone (Whelton et al., 2017). This comprehensive workup will provide valuable
information needed to manage hypertension and to identify any additional comorbidities.
Lower blood pressure measurements are associated with decreased cardiovascular risks
(Mills, Stefanescu, & He, 2020). Elevated blood pressure in adults is now defined as a systolic
blood pressure > 120 mm Hg and/or a diastolic blood pressure > 80 mm Hg; whereas a systolic
blood pressure between 130 - 139 mm Hg and/or a diastolic blood pressure between 80 - 89 mm
Hg is now considered stage one hypertension. Those with a systolic blood pressure
measurement > 140 mm Hg or a diastolic blood pressure measurement > 90 mm Hg are
diagnosed with stage two hypertension. These changes facilitate a more aggressive approach in
the management of elevated blood pressure and hypertension to prevent future comorbidities
such as heart disease and strokes (Shoulders & Powell, 2019).
With the new definition of blood pressure categories, the prevalence of hypertension in
the United States increased from 32% to 45.4% (Mills, Stefanescu, & He, 2020). Approximately
108 million Americans now have hypertension, with only 50% being sufficiently managed
(AHA, 2018a; CDC, 2020). However, many people with hypertension are not aware they have
the condition due to the lack of signs and symptoms it produces, even those whose blood
pressure is dangerously elevated (CDC, 2020). Hypertension that is controlled and properly
managed reduces mortality and morbidity rates (Shoulders & Powell, 2019). Even just a ten
percent decrease in a systolic blood pressure measurement can result in decreased risks of
coronary artery disease, strokes, and heart failure (Reboussin et al., 2018).
Because hypertension is widely prevalent in the United States, the annual cost of treating
high blood pressure is about $131 billion dollars (Kirkland et al., 2018). Direct costs include
medication management, laboratory testing, healthcare provider visits, and hospitalizations
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related to blood pressure problems. Indirect costs are reflected by productivity losses where an
individual experiences early morbidity or mortality from a hypertension related condition (Mills,
Stefanescu, & He, 2020). Furthermore, people who have hypertension may spend up to $2,000
more per year in medical expenses compared to those without hypertension. With the
anticipated increase in the prevalence of hypertension, healthcare costs are expected to increase
exponentially by the year 2030. Intensified efforts to prevent and manage high blood pressure
are crucial in slowing these escalating healthcare expenditures (Kirkland et al., 2018).
The federal government developed Healthy People 2020 (HP2020) to improve the health
of all Americans. Its national health objectives identify the health improvement priorities of the
nation to decrease preventable threats that can lead to early morbidity and mortality. Having
hypertension under control continues to be an objective of HP2020. The HP2020 goal for
controlled hypertension was set at 61.2%, but currently only 47.8% of Americans have their
blood pressure under control (Office of Disease Prevention and Health Promotion [ODPHP],
2019). While there have been improvements in the management of hypertension, it remains far
from the targeted goal. With the leading causes of death in the nation being heart disease and
stroke, hypertension must be addressed. Interventions are needed at the national, state, and
community levels to improve blood pressure control in those with hypertension.
The AHA developed a program called Check.Change.Control. It assists individuals in
the community with online blood pressure self-monitoring and tracking. Local mentors are
available to provide encouragement and advice on blood pressure management. Another
program by the AHA is Target: BP that encourages providers and healthcare systems to work
with patients in obtaining optimal blood pressure control. Algorithms and tools are available to
treat and educate patients (AHA, 2018b). The CDC supports a Well-Integrated Screening and
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Evaluation for WOMan Across the Nation (WISEWOMAN) program that aids women who have
little or no insurance. WISEWOMAN is found in 19 states and two tribal organizations, and
assists women 40-64 years of age in decreasing their stroke and cardiovascular risks through
lifestyle changes (CDC, 2017).
While multiple national programs are working to achieve blood pressure control within
the American population, overall blood pressure rates continue to be above normal parameters
(ODHP, 2016). The need for a local community educational intervention is recognized. A
combination of national, community, and healthcare system strategies can impact more people in
providing awareness and education to reduce hypertension.
The community health needs assessment for Walker County, Georgia, conducted by
Catholic Health Initiatives Memorial Hospital (as in County Health Rankings, 2014) found
Georgia’s heart disease death rates at 178.7 per 100,000 people to exceed the national rate at
169.8 per 100,000 people. Stroke death rates were also above the expected national rates at 41.4
per 100,000 people as compared to the 36.2 per 100,000 people. Walker County, located in
northwest Georgia, received a health quality ranking of 89th out of the 159 counties in Georgia
(County Health Rankings, 2019). This county’s heart disease and stroke death rates were well
above state and national levels in the same year. Heart disease death rates were 303.6 per
100,000 people, and stroke death rates were 55.3 per 100,000 people in Walker County (Table
1.1) (Catholic Health Initiatives Memorial Hospital, 2016). This rural area is comprised of
approximately 69,410 people who are predominantly white (93%) with a median annual income
of $43,581 per year (United States Census Bureau, 2018). The increased heart disease and stroke
mortality rates in this county validate the need for concentrated efforts to prevent and effectively
manage hypertension.
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Table 1. 1
National, Georgia, and Walker County Mortality Rates
Death Rates per 100,00
Heart Disease
Strokes

National
169.8
36.2

Georgia
178.7
41.4

Walker County
303.6
55.3

Faith Community Nursing (FCN) interventions have been found useful in preventing
disease and promoting health within faith-based organizations (White, 2018). Its unique
community setting provides a familiar location, a trusting environment, and a supportive network
where individuals can feel comfortable exploring interventions to improve health behaviors
(Bangurah, Vardaman, & Cleveland, 2017). Vulnerable populations such as the elderly or those
with little or no insurance existing within faith congregations can benefit from such health
education interventions. Thus, FCN can assist individuals in improving health where traditional
facilities may have difficulty influencing.
FCN is a community-based intervention that can be used to implement HP2020
objectives. A holistic approach incorporating the body, soul, and spirit can assist individuals in
gaining knowledge and changing lifestyle behaviors to improve health, so chronic conditions
such as hypertension are effectively managed. Health teaching combined with purposeful
integration of scripture, prayer, and worship can have a positive, long-lasting impact on
individuals. This inspiration for health and wellness can spread to families and even local
communities due to the interconnectedness of the faith organization with the surrounding area
(Pappas-Rogich & King, 2014). Therefore, FCN is a unique community-based intervention that
can assist in meeting the nation’s healthcare challenges. Through health promotion and
education, it encourages the faith community to become active participants in pursuing a healthy
body, soul, and spirit through a relationship with God.
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Problem Statement/Purpose
Local churches in northwest Georgia serve as lifelines for their communities. Many
people attend to receive spiritual and emotional encouragement, but may also receive counseling,
financial, and physical assistance. The population in this area has an increased prevalence of
hypertension that can lead to higher cardiovascular and stroke risks.
The goal of this DNP Scholarly Project is to provide a foundation for future health
education programs that can be implemented within a local faith community to improve health
and wellness. The dangers of uncontrolled blood pressure and modifiable risk factors will be
identified and thoroughly explained. Evidence-based strategies for managing elevated blood
pressure and hypertension will be presented in a culturally sensitive manner.
PICO Question
Among members of a faith community with self-reported hypertension or elevated blood
pressure, does participation in a health education intervention have an effect on changing health
behaviors and decreasing blood pressure measurements? It is hypothesized that individuals
within a faith community who have hypertension or elevated blood pressure and participate in a
health education intervention will develop increased knowledge in managing their condition.
They will understand the risks of developing negative health outcomes such as cardiovascular
diseases and strokes and strive to improve key lifestyle behaviors. These health behaviors
include medication compliance, consuming a healthy diet, physical activity, weight management,
limiting alcohol, and refraining from smoking. It is anticipated that an improvement in these
identified health behaviors will lead to decreased blood pressure measurements that will result in
reduced cardiovascular and stroke risks.
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Theoretical Framework
This scholarly project will be framed by the Health Belief Model (HBM) and Creation
Health philosophy of health and wellness. Perceived susceptibility, perceived severity, perceived
benefits, and perceived barriers are the main concepts of the HBM. The HBM demonstrates an
individual is more motivated to achieve lifestyle changes if they understand their risk for
developing a particular disease (perceived susceptibility). They also need to believe that the
outcomes of the disease would be detrimental (perceived severity). In addition, the individual
would need to recognize the positive end result of the lifestyle change (perceived benefits) far
outweighs any obstacles they may encounter (perceived barriers) (Jones et al., 2015). The
HBM’s concepts can be used to provide awareness regarding the susceptibility and severity of
developing additional illnesses such as cardiovascular diseases and strokes from uncontrolled
high blood pressure. Lifestyle changes that include a healthy diet and increased physical activity
can assist in decreasing hypertension. Perceived benefits will be identified such as improved
health and wellness. Individual perceived barriers such as lower income for healthy food and
lack of time to exercise will be explored along with strategies to overcome them.
Creation Health is a faith-based wellness program that assists people in improving health
and wellness. The program’s eight principles of choice, rest, environment, activity, trust,
interpersonal relationships, outlook, and nutrition provide a holistic approach in caring for the
body, soul, and spirit (Creation Health, n.d.). These evidence-based components will be
integrated to improve blood pressure in those who have hypertension (Creation Health, n.d.).
The HBM and Creation Health provide the perfect blend needed for this DNP Scholarly
Project (Figure 1.1). The risks and consequences of hypertension and evidence-based strategies
to reduce blood pressure will be presented, so participants are motivated to develop preventive
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health behaviors. Intentionally caring for body, soul, and spirit through Creation Health’s eight
principles can enable a person to experience a transformed life of improved health and wellness
through the power of God.
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CREATION HEALTH + HEALTH BELIEF MODEL

Figure 1.1. Key concepts from Creation Health and the Health Belief Model was
combined to form the theoretical framework for this scholarly project (Creation Health,
n.d.; Jones et al., 2015).
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Chapter 2
Review of Literature
To achieve further understanding of the influence FCN has on individual health behaviors
within a faith community, current evidence was appraised. An extensive search for literature
was conducted using CINAHL, MEDLINE, and PubMeD databases. The following keywords
such as faith community nursing, parish nursing, faith-based organizations, community-based,
high blood pressure, hypertension, improving high blood pressure, blood pressure management,
health promotion, health education, and church were used. The chosen articles demonstrated
how FCN can be an effective approach to improve health outcomes within a congregation, and
how hypertension can be decreased among members through health education. Studies that
included therapeutic lifestyle changes such as a healthy diet, decreasing sodium, sleep,
increasing physical activity, and stress reduction to reduce high blood pressure were also
included.
Impact of Faith Community Nursing
A qualitative study was conducted to evaluate and understand health promotion activities
provided in church communities to address health disparities (Ayton, Manderson, Smith, &
Carey, 2015). Thirty Christian churches in Victoria, Australia, from multiple denominations
such as Anglican, Baptist, Catholic, Church of Christ, and Uniting were evaluated to see how
faith-based health promotion services were incorporated. Three themes evolved between the
churches: traditional, new modern, and emerging. Traditional methods of health promotion
activities included providing health screenings and promotion for their parishioners. For
example, a large Catholic church employed a parish nurse to provide health promotion,
education, screenings, visiting the sick, and attending doctor appointments with parishioners as
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needed. The new modern method of health promotion programs included not only their
members, but also local community members. A Baptist church partnered with community
nurses from a local hospital to provide education and disease screening to mother’s groups and
youth groups. The emerging method of health promotion activities was seen in churches that did
not meet in a typical church building, but in areas of the community such as cafes and pubs.
Emerging churches activities collaborated with government agencies, schools, and health
services to assist in providing community meals, housing, and health education. One church’s
group of outreach workers purposely lived in disadvantaged areas so they could be positive role
models by providing meals, places to stay when needed, and gatherings to promote health.
While faith community nursing/parish nursing is a new concept in Australia, churches in the
state of Victoria have been found to play various roles in faith-based health promotion (Ayton,
Manderson, Smith, & Carey, 2015).
Faith-based health promotion interventions have been found to increase knowledge and
improve lifestyle behaviors within faith communities. Turn the Beat Around (TBA) is a socioculturally tailored faith-based stroke prevention program that was implemented in nine Alabama
African American Churches (N = 201) using trained community health workers. TBA consisted
of six educational sessions informing participants on cardiovascular disease, stroke,
hypertension, healthy nutrition, physical activity, and smoking cessation. Lifestyle behavior
changes were adopted by 35.3% of participants, and self-reported improvements of health from
good to better improved from 70.4% to 80.5% (p = .0042). Knowledge scores on stroke risk
factors and healthy lifestyle strategies significantly increased (p < .001) from a mean of 32.8 (sd
= 8.7) to a mean of 36.8 (sd = 7.4) (Williams et al., 2016).
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A faith-based health promotion program sought to increase health literacy and health
behaviors. This Health Smart Behavior Program utilized African Methodist Episcopal churches
with 321 participants (Tucker et al., 2019). The intervention group (N = 179) received an
individual coaching session at the beginning of the study to set personal goals. Participants then
attended six weekly group sessions on healthy nutrition, decreasing intake of sugary drinks,
adequate sleep, stress management, and physical activity. Health literacy on reading nutrition
labels was significantly increased (F(1,157) = 30.89, p < .001, n2 = 16) (Tucker et al., 2019).
Overall Health-Smart behavior changes were improved in both the intervention (F(1, 179) =
26.47, p < .001, n2 = 0.13) and the wait-list control group (N = 149) (F(1, 179) = 5.33, p = .022,
n2 = 0.03), but the intervention group’s scores more than doubled the wait-list control group
(Tucker et al., 2019).
Medication compliance was increased by 30% (z = -2.117, p = .034) in a study conducted
in an African American church. Participants (N = 10) who had hypertension for at least six
months attended eight health education sessions on managing their blood pressure through
healthy lifestyle behaviors. Topics included healthy nutrition, physical activity, and medication
compliance. Each session was enriched by incorporating Bible scriptures, prayer, and journaling
(Harvin, Winter, Hoover, & Lewis, 2020).
Another faith-based community intervention utilized a church setting in a nurse-led diet
and exercise intervention for blood pressure control (Bangurah, Vardaman, & Cleveland, 2017).
Study participants were predominantly African American (N = 16) aged 55 years and older with
hypertension or taking hypertension medications. The intervention lasted for four weeks, where
participants received health teaching on decreasing salt consumption, reading food labels, and
increasing physical activity. Blood pressure measurements were taken along with pre and post-
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test surveys regarding physical activity and salt consumption. A decreased intake of salty and
fast food was demonstrated (X2 = 8.500, df = 3, p < 0.05 and X2 = 9.905, df = 2, p < .05
respectively) along with significant increases in sports/recreational activity (X2 = 15.400, df = 1,
p < .05) and walking pace (X2 = 12.121, df = 2, p < 0.5) (Bangurah, Vardaman, & Cleveland,
2017).
Pastoral experiences and opinions were positive of the learning and developing individual
exercise skills (L.A.D.I.E.S.) intervention to improve physical activity among African American
females (N = 418) in 31 churches (Story, Gross, Harvey, & Whitt-Glover, 2017). Over 22
months, the group of churches were divided into faith-based groups, nonfaith-based groups who
attended classes, and a self-guided control group that received informational reading materials
only. Upon completion of these educational offerings, the pastors of the involved churches were
interviewed to better understand their perceptions of the program. The most common outcome
as described by the pastors was an increased awareness and consciousness about health. Nine of
the 11 pastors who were interviewed reported an improved health awareness in their church
participants. Furthermore, 10 pastors stated that healthier lifestyle behaviors had been birthed in
participants where some ladies are running 5ks or are even beginning to improve their diet. All
pastors reported that the intervention provided an opportunity to build community within their
churches, while six reported increased fellowship among the women (Story et al., 2017).
Physical activity was also increased with an internet-delivered intervention over a period of eight
weeks in an African American church. Each week participants (N=20) were directed to view
free websites that included health information on physical activity. They also received
encouraging messages to increase their physical activity via texts each week. Participants
increased the mean number of days walking by one day (4 to 5 days), and the number of hours
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sitting was decreased by one hour (7.2 hours to 6.2 hours). However, the results were not
statistically significant (Washington, Weed, & Vardaman, 2015).
Health belief changes were evaluated among church members in two African American
churches in Tennessee and South Carolina, and one church in Kentucky (N = 61) who
participated in a twelve week Biomedical/Obesity Reduction Trial on diet, exercise, and
mindfulness (Martinez et al., 2016). Participant’s diets were drastically changed to fruits,
vegetables, whole grains, beans, and seafood. Physical activity was increased to 30 minutes per
day, five times a week. One participant expressed, “My eating habits were changed because of
the BMOR study… I think overall it was an excellent program as far as awareness…
participating in the program made a difference” (Martinez et al., 2016).
Weight loss was achieved in a faith-based lifestyle intervention to prevent diabetes
among African-Americans. A cluster-randomized community trial incorporated 20 African
American churches (N = 604) where one group was randomized to participate in the Fit Body
and Soul program, and another group received health education over a period of twelve months
in their home churches. The Fit Body and Soul program emphasized areas such as calorie
reduction, decreased fat consumption, physical activity, goal setting, and managing cravings.
The health education group learned about heart disease, cancer, strokes, mental health, and
physical activity. After 12 months, those in the Fit Body and Soul program had a greater weight
loss than the health education group (19% vs. 8%, p < 0.001) and decreased fasting blood sugars
(12.38 mg/dL vs. 4.44 mg/dL decrease, p = .021) (Sattin et al., 2016).
Decreased Blood Pressure
Many studies regarding FCN use variables such as decreased blood pressure to measure
the efficacy of a health education intervention. Blood pressure measurements were significantly
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reduced utilizing the TBA program in Montgomery County (45.3% vs 25%, p < .05) and Dallas
County churches (49.1% vs 27.3%, p < .05) (Williams et al., 2016). Blood pressure
measurements of participants (N = 42) (82%) were also improved (95% CI) when faith
community nurses collaborated with a western Maryland local health department to participate in
the Million Hearts program to reduce cardiovascular and stroke risks (Cooper & Zimmerman,
2017). The average systolic blood pressure of 140 mm Hg was reduced to 130 mm Hg, and the
average diastolic blood pressure decreased from 82 mm Hg to 76 mm Hg over a period of three
months. Participants received digital blood pressure monitors and were instructed on home use.
They also received three lifestyle coaching sessions from faith community nurses on medication
adherence, healthy activity, healthy weight, healthy eating, managing stress, and smoking
abstinence (Cooper & Zimmerman, 2017). In another faith-based study, all of the participants’
(N = 16) blood pressure measurements were reduced below 140/90 (Bangurah, Vardaman, &
Cleveland, 2017). Participants met as a group three times over a one-month period where they
received health education and counseling on the risks of uncontrolled hypertension, diet,
decreasing salt intake, physical activity, and reading food labels. Even though half of the
participants’ blood pressures were above 140/90 pre-intervention, the results were not found to
be significant (Bangurah, Vardaman, & Cleveland, 2017).
Motivational interviewing combined with teaching on therapeutic lifestyle changes was
found more effective in decreasing blood pressure than general health education (Shoenthaler et
al., 2018). Participants (N = 267) included a mixture of African American, Caribbean, and
African descent with hypertension in 32 New York churches. The intervention group received
eleven educational sessions discussing therapeutic lifestyle changes such as healthy eating,
physical activity, meal planning, medication management, and stress reduction. Three individual
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motivational interviewing sessions after group sessions were also included by trained lay
members of the church. The control group received only one educational session on
hypertension control, and the other ten sessions covered various topics such as fire safety and
substance abuse. After six months, systolic blood pressure measurements were lower in the
intervention group (-16.53 mm Hg; 95% CI, -25.24 to -7.83) than in the control group (-10.75
mm Hg; 95% CI, -14.25 to -7.24), demonstrating -5.79 mm Hg difference (p = 0.029) between
the two groups (Shoenthaler et al., 2018).
Therapeutic Lifestyle Changes
The Dietary Approach to Stop Hypertension (DASH) diet has been found an effective
nonpharmacological intervention in blood pressure control by controlling salt intake. It
emphasizes increased fruit and vegetable consumption along with moderate levels of low-fat
dairy products, whole grains, poultry, fish, and nuts. High-fat foods that include red meat,
sugary drinks, salty foods, and sweets are discouraged. Significant improvements in both
systolic and diastolic blood pressure were found where the DASH diet was implemented (Siervo,
2015). Blood pressure measurements were reduced after only one week of initiating the DASH
utilizing 412 participants (Jurascheck et al., 2017). The DASH diet, combined with walking 1520 minutes per day for five days, was successful in decreasing blood pressures in 40 participants
who had type two diabetes (Paula et al., 2015).
The DASH-Sodium trial found the combination of the DASH diet with a 1,150 mg
sodium restriction per day to be more effective in decreasing systolic blood pressure than higher
levels of sodium consumption. Participants (N = 412) were separated into three groups who
consumed the DASH diet with different levels of sodium (1,150mg, 2,300 mg, or 3,450 mg) over
a period of four weeks. While all the groups had reduced systolic blood pressure measurements
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from 3 mm Hg – 10 mm Hg, the group with the lowest sodium consumption had decreased
systolic measurements from 5 mm Hg – 20 mm Hg (p < 0.001) (Jurascheck, Miller, Weaver, &
Appel, 2017).
Natural adjuvants such as flaxseed, cocoa, fiber, and omega three fatty acids were also
found to assist in the reduction of hypertension. Moderate blood pressure improvements were
seen with the intake of potassium, magnesium, vitamin C, and coenzyme Q10. Weight loss,
aerobic activity, and stress reduction techniques significantly reduced blood pressure
measurements in individuals. In addition, a nasal continuous positive airway pressure (nCPAP)
was found efficacious in decreasing hypertension in those who have sleep apnea due to the stress
response that occurs with the condition (Caliguri & Pierce, 2017).
Gaps and Limitations
After completing a search for articles regarding FCN and its role in the management of
hypertension, it was found that current research was minimal. Most of the articles found
addressed reducing hypertension in faith community settings, but mainly took place in African
American churches. Even though African Americans are at an increased risk of developing
hypertension, other races are also substantially affected by this condition. Population sizes were
often small, and the strengths of studies are low. Furthermore, population samples in many
studies consisted of mostly women. Additional research in diverse cultural faith community
settings with an equal mixture of men and women is needed.
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Chapter 3
Methodology
This DNP Scholarly Project sought to discover the effect a health education intervention
within a faith community would have on health behaviors and blood pressure measurements. A
pilot study utilizing a quasi-experimental prospective design with pre and post measures was
implemented in a church located in northwest Georgia. The intervention was designed to
combine faith and health teaching to provide evidence-based strategies on managing
hypertension while emphasizing wholeness of the body, soul, and spirit.
Intervention
The faith-based health education intervention consisted of four sessions that were held
once a week and lasted for 90 minutes each session (Appendix A). Evidence-based strategies
were guided by AHA’s (2017) brochure Understanding and Controlling Your High Blood
Pressure and the Thirty Days to Natural Blood Pressure Control: The No Pressure Solution
book (DeRose, Steinke, & Li, 2016). Information on natural adjuvants such as flaxseed, fiber,
and omega three fatty acids were used from the book and supported by evidence found in the
literature review. Scripture, prayer, worship, and encouragement with a focus on health
improvement were incorporated into each session. Time was allotted in each session for
participants to discuss the challenges and successes they may be experiencing to foster
relationships and support within the group. Blood pressures were measured pre/post-intervention
and recorded on each participant for analysis. The first week included participants completing a
consent form (Appendix B), an enrollment form (Appendix C), and a Hypertension Self-Care
Activity Level (H-SCALE) survey (Appendix D). Participants were given the AHA’s (2017)
brochure Understanding and Controlling Your High Blood Pressure (Appendix E) and a
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wristband with the imprinted scripture “I can do all things through Christ who strengthens me”
(Philippians 4:13, New International Version) (Appendix F). Education on the health dangers of
prolonged uncontrolled hypertension, an overview of the modifiable risk factors for
management, and the definitions of elevated blood pressure and hypertension was provided.
Participants also received instruction on blood pressure self-monitoring. The importance of
medication adherence and following prescribed treatments by their provider was briefly
discussed. Discussion regarding the participants’ “Why” in decreasing blood pressure and
setting of personal goals was completed. The second session included healthy nutrition such as
the DASH diet, Mediterranean diet, Plant-based diet, decreasing sodium intake, and optimal
hydration. DASH diet food and healthy food samples were provided to participants. The third
week consisted of increasing physical activity, the benefits of weight loss, natural adjuvants, and
abstaining from alcohol/smoking. The fourth session covered topics on rest, sleep, and stress
management through prayer, gratitude, trust, and worship. Principles from Creation Health such
as choice, nutrition, activity, and trust were underlying themes in each session that brought depth
to the DNP Scholarly Project.
Setting
The site for the implementation of the DNP Scholarly Project occurred in a faith
community situated in a northwest Georgia rural setting. The church is part of the Church of
God denomination, which is Pentecostal Christian and has over seven million members
worldwide. The average age of adult congregates ranges from 18 – 80 years old. It is expected
that 33.1% of the adult population would have hypertension (CDC, 2017). This was an ideal
location for the hypertension education intervention due to its familiar environment where
members attend weekly for worship services, bible studies, and meetings. The pastors of the
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church have been the senior leaders for 20 years. They have a passion for their congregation to
live in the fullness of God by knowing their identity in Him. This health education intervention
will incorporate their vision and provide intentional, holistic wellness interventions where the
congregation can learn to live in God’s fullness through a healthy body, soul, and spirit.
Sample
Sample participants of the DNP Scholarly Project consisted of adults aged 18 years and
older who self-reported elevated blood pressure, hypertension, or were taking blood pressure
medication for the condition. During prescreening for enrollment, elevated blood pressure or
hypertension was identified in many individuals who had their blood pressure measured.
Individuals who were not 18 years of age or older, pregnant, or already enrolled in a chronic
disease program were excluded from the project. The project recruited voluntary participants
from within the faith community. Participants had an opportunity to receive an Airfryer or
Instant Pot (participant’s choice) with a cookbook at the end of the study through a random
drawing.
Tools
The Hypertension Self-Care Activity Level Effects (H-SCALE) survey was used to
measure participants’ self-care behaviors in managing hypertension before and after the health
education intervention. Participants answered questions in the survey regarding medication
adherence, diet, physical activity, smoking, weight management, and alcohol. All H-SCALE
subscales yielded an internal consistency (⍺ = .77 - .88) except for the diet subscale (⍺ = .67)
(Warren-Findlow, Basalik, Dulin, Tapp, & Kuhn, 2013; Warren-Findlow, Reeve, & Racine,
2016). The author granted permission to use the validated H-SCALE survey with the revised
DASH-Q diet subscale (Appendix G) for this DNP Scholarly Project.
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Demographic information consisting of age, race/ethnicity, gender, and education was
collected from participants on the enrollment form. Questions regarding the history of their
blood pressure, medications taken for high blood pressure, and if they are under the care of a
primary health provider were also included. The forms containing demographic data and blood
pressure history were kept confidential in a locked box by the DNP student.
Blood pressure measurements were completed pre and post-intervention with a validated
aneroid sphygmomanometer (Welch Allyn DS44) by a trained Emergency Medical Technician
and the DNP student. The appropriate cuff size was used on participants, and prior to
measurement, participants sat relaxed for at least five minutes. A table also supported their arm
and their legs were uncrossed.
Advertisement of the Project
Advertisement of the health education intervention occurred at the church one month
prior to the implementation of the DNP Scholarly Project. Flyers (Appendix H) were passed out
prior to services each week and announcements were made from the pulpit. Participants were
enrolled two weeks before the educational sessions through blood pressure screenings after the
weekly worship services.
Protection of Human Subjects
Before implementing the DNP Scholarly Project, an Institution Review Board approval
(Appendix I) was obtained from Southern Adventist University. In addition, permission from
the local church’s senior pastor was acquired (Appendix J). Subjects voluntarily participated in
the study and signed an informed consent before implementation. Risks of the DNP project were
negligible because participants were encouraged to continue prescribed therapies ordered by
their providers. All data was collected in a manner where identifying information was
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unattainable and kept confidential. Thus, the study did not reveal identifying information and
preserved the rights of each participant.
Analysis
Pre and post-intervention data from the blood pressure measurements were evaluated
using a paired-samples t-test, while the individual questions in the H-SCALE survey were
analyzed using a Wilcoxon signed-rank test. Total subscale scores from the H-SCALE survey
were then analyzed by a paired-samples t-test. Data collected from the H-SCALE survey was
also scored according to the author’s instructions (Appendix K) to determine the participant’s
adherence or non-adherence in self-care activities to manage hypertension. It was expected that
participants would improve their health behaviors throughout the study that would lead to
reduced blood pressure measurements. These tests assisted in identifying any differences before
and after the health education intervention, and to measure the intervention’s effectiveness in
promoting healthy lifestyle changes and decreasing blood pressure measurements.
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Chapter 4
Analysis of Results
This project sought to determine if participation in a faith-based health education
intervention would have a positive impact on participant’s health behaviors. Health behaviors
assessed in this study included items such as taking prescribed medication as ordered, eating a
high-quality diet such as a DASH diet, exercising daily, adequately managing weight, limiting
alcohol, and refraining from smoking. It was also hypothesized that individuals who participate
in a faith-based health education intervention would improve their health behaviors that would
lead to decreased blood pressure measurements.
Sample/Population
The project was conducted in a faith community located in northwest Georgia. It began
with seven voluntary participants comprised of six females and one male. All participants were
Caucasian, with ages ranging 46 - 70 years old. Only 71% were established with a primary care
provider. The number of participants who were diagnosed with hypertension, and taking blood
pressure medication daily was 29%. However, all participants had either elevated blood pressure
(14%), stage one hypertension (43%), or stage two hypertension (43%). One female participant
who was diagnosed with stage two hypertension and taking blood pressure medication left the
project prior to completion, so the analysis will only include the six remaining participants.
Participants attended four sessions once a week for approximately 90 minutes to learn
strategies such as healthy nutrition and physical exercise to assist in decreasing and managing
their blood pressure. Worship, a bible devotion, group discussion, and fellowship were included
in each session. On the first and last sessions of the health education intervention, participant’s
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blood pressures were measured in a secluded area of the fellowship hall. Participants also
completed an H-SCALE survey with questions regarding health behaviors during these times.
Study Outcomes/Measurements
Individual H-SCALE survey questions were analyzed using the Wilcoxon signed-rank
test. Total scores from the pre and post-intervention data of the diet, physical activity, and
weight management subscales were analyzed by a paired-samples t-test. The H-SCALE survey
data was also calculated according to the author’s instructions to determine if participants were
adherent or non-adherent with their self-care activities regarding hypertension management.
Participant’s health behaviors were assessed by the H-SCALE survey that included various
questions arranged into six subscales: medication compliance, diet, physical activity, weight
management, smoking, and alcohol intake. Medication, smoking, and alcohol subscales were
not analyzed due to a lack of usefulness for this study. The Cronbach’s alpha test was used to
determine the reliability of the H-SCALE survey because the survey contained Likert scale
questions. It was found to have a strong reliability in the pre and post-intervention data
variables, along with separate diet, physical activity, and weight management subscales (Table
4.1).
Table 4. 1
Hypertension Self-Care Activity Level Effects Survey Cronbach’s Alpha Scores
All Data
HSCALE: Diet
H-SCALE: Physical Activity
H-SCALE: Weight Management

Pre-intervention
.924
.722
.784
.963

Post-intervention
.939
.823
.791
.958
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Medication Compliance Subscale
The medication compliance subscale was comprised of three questions asking
participants if they took their prescribed blood pressure medication daily, at the same time each
day, and the correct number of blood pressure pills. Only one participant reported taking blood
pressure medication and the correct number of blood pressure pills, but did not take them the
same time every day. Therefore, this subscale was not analyzed.
Diet Subscale
Eleven questions in the dash diet subscale assessed participant’s nutritional quality and
adherence to the DASH diet. These questions concentrated on their intake of fruits, vegetables,
whole grains, and alternate forms of protein, instead of solely focusing on their salt and red meat
consumption. The assumption of normality was not satisfied with all the questions within the diet
subscale, so a Wilcoxon signed-rank test was used to analyze pre and post-intervention data of
individual items. Participants increased their intake of beans, peas, and lentils from a preintervention mean of 2 times each week (sd = .894) to a post-intervention mean of 3 times each
week (sd = .894) (Table 4.2), and a significant difference was found (Z = -2.121, p = .017)
(Table 4.2). However, participants decreased their consumption of eggs from a mean of 4.33
times per week (sd = 1.966) to a mean of 3.33 times per week (sd = 2.338) (Table 4.2). A
significant difference was found between pre-intervention consumption of eggs and postintervention consumption of eggs (Z = -1.890, p = .0295) (Table 4.2).
A decrease also occurred in participant’s intake of pickles, olives, or other vegetables in
brine from a mean of 1.5 times per week (sd = .548) to a mean of .67 times per week (sd = .816)
(Table 4.2), whereas a significant difference was found (Z = -1.890, p = .0295) (Table 4.2).
Apples, bananas, oranges, melons, and raisins consumption was reduced from a mean of 3.33
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times per week (sd = 2.160) to a mean of 3.83 times per week (sd = 1.966) (Table 4.2), with a
significant difference found (Z = -1.667, p = .048) (Table 4.2).
A paired-samples t-test was employed to analyze pre and post-intervention diet subscale
total scores. The assumption of normality was satisfied. Participant’s pre-intervention diet
subscale total scores mean improved from 31.5 (sd = 11.81) to the post-intervention diet total
scores mean was 32 (sd = 11.64) (Table 4.3). However, there was no significant difference
found from the pre-intervention diet subscale total scores to the post-intervention diet subscale
total scores (t(5) = -.303, p = .387) (Table 4.3).

REDUCING HYPERTENSION THROUGH FAITH

35

Table 4. 2
Pre & Post-Intervention Diet
How many of the past 7
Standard
Mean Median Mode
days did you:
Deviation
Eat nuts or peanut butter?
Pre:
2.83
2.5
2
2.317
Post:
2.83
3
3
1.835
Eat beans, peas, or lentils?
Pre:
2
2
1
.894
Post:
3
3
2
.894
Eat eggs?
Pre:
4.33
5
5
1.966
Post:
3.33
3.5
2
2.338
Eat pickles, olives, or other vegetables in brine?
Pre:
1.5
1.5
1
.548
Post:
.67
.5
0
.816
Eat 5 or more servings of fruits and vegetables?
Pre:
2.5
1.5
0
2.881
Post:
3.33
3
2
1.966
Eat more than 1 serving of fruit?
Pre:
2.33
1.5
1
2.160
Post:
2.67
2.5
1
1.633
Eat more than 1 serving of vegetables?
Pre:
4.17
4.5
2
1.941
Post:
4.67
4.5
3
1.633
Drink milk (in a glass, with cereal, or in coffee, tea, or cocoa)?
Pre:
1.5
0
0
2.811
Post:
2
2
0
2.191
Eat broccoli, collard greens, spinach, potatoes, squash, or sweet
potatoes?
Pre:
3.17
3
2
1.169
Post:
3.33
3.5
4
.816
Eat apples, bananas, oranges, melon, or raisins?
Pre:
3.33
3.5
0
2.160
Post:
2.33
2
1
1.966
Eat whole grain breads, cereals, grits, oatmeal, or brown rice?
Pre:
3.83
4
0
2.639
Post:
3.83
3.5
1
2.37
*significant value p < .0

Z

Asymptomatic
Significance

.000

.5

-2.121

.017*

-1.890

.0295*

-1.890

.0295*

-.647

.259

-.365

.358

-1.134

.129

-.535

.297

-.577

.282

-1.667

.048*

-.378

.353
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Table 4. 3
Pre & Post-Intervention Diet Subscale Outcome

H-SCALE Diet
Pre:
Post:

Mean

Standard
Deviation

31.5
32

11.81
11.64

t

Df

Significance
(1-tailed)

-.303

5

.387

Physical Activity Subscale
The physical activity subscale consisted of four questions inquiring about the
participant’s physical activity. Participants answered questions regarding the past seven days in
how often they engaged in thirty minutes of physical activity, if they participated in a specific
activity, performed weightlifting or strength training, and if they heavy lifted for their job or
home on a repeated basis. Normal distribution was not found in the individual questions of the
physical activity subscale, so a Wilcoxon signed-rank test was completed. Participant’s physical
activity actually decreased post-intervention (Table 4.4), but no significant differences were
found in the individual pre and post-intervention physical activity questions (Table 4.4).
A paired-samples t-test analyzed the pre and post-intervention physical activity subscale
total scores with the assumption of normality satisfied. Participant’s pre-intervention physical
activity subscale total scores mean was 8 times per week (sd = 6.812), and the post-intervention
physical activity total scores mean was 7.17 times per week (sd = 5.845) (Table 4.4). There was
no significant difference found between the pre-intervention and post-intervention physical
activity subscale total scores (t(5) = .479, p = .326) (Table 4.5).
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Table 4. 4
Pre & Post-Intervention Physical Activity
How many of the past 7
Standard
Mean
Median Mode
days did you:
Deviation
Do at least 30 minutes of physical activity?
Pre:
2.83
3.5
0
2.317
Post:
2.67
3.5
4
1.751
Do a specific exercise activity other than what you do around the
house or as part of your work?
Pre:
3
4
0
2.366
Post:
1.67
1
0
1.862
Engage in weightlifting/strength training?
Pre:
.67
0
0
1.633
Post:
1
0
0
1.673
Do repeated heavy lifting or pushing/pulling of heavy items for job,
around house, or in the garden?
Pre:
1.5
0
0
2.345
Post:
1.83
1
0
2.137

Z

Asymptomatic
Significance

-.108

.457

-1.289

.099

-1.000

.159

-1.414

.079

Table 4. 5
Pre & Post-Intervention Physical Activity Subscale Outcomes
Mean
H-SCALE: Physical Activity
Pre:
8
Post:
7.7

Standard
Deviation
6.812
5.845

t

Df

Significance
(1-tailed)

.479

5

.326

Weight Management Subscale
Ten questions asked participants how well they managed their weight during the last
thirty days. Information as to how careful they were on what they ate, drank, their meal portion
sizes, times they ate out at restaurants, if they modified recipes, and read food labels while
shopping was requested. Participants answered these questions with 5-point Likert scale answers
from strongly disagree to strongly agree. The assumption of normality was not satisfied with all
the questions within the diet subscale, so a Wilcoxon signed-rank test was used to evaluate pre
and post-intervention data of individual questions. Participants increased reading food labels
while shopping from a pre-intervention mean of 3 (sd = 1.265) to a post-intervention mean of
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3.67 (sd = 1.506) (Table 4.6), and a significant difference was found (Z = -2.000, p = .023)
(Table 4.6). The consumption of sugary sodas and sweet tea was increased from a preintervention mean of 3.17 (sd = 1.835) to a post-intervention mean of 2.67 (sd = 1.633) (Table
4.6), with a significant difference found (Z = -1.732, p = .042) (Table 4.6).
A paired-samples t-test analyzed the pre and post-intervention weight management
subscale total scores with the assumption of normality satisfied. Participant’s pre-intervention
weight management subscale total scores mean was 31.33 (sd = 13.604), and the postintervention diet total scores mean was 33.167 (sd = 12.703) (Table 4.7). There was no
significant difference found from the pre-intervention weight management subscale total scores
to the post-intervention weight management subscale total scores (t(5) = -1.01, p = .18) (Table
4.7).
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Table 4. 6
Pre & Post-Intervention Weight Management
In order to lose weight or
Standard
Mean Median Mode
maintain weight…..
Deviation
I am careful about what I eat.
Pre:
3
3.5
4
1.265
Post:
3.67
4
4
1.506
I read food labels when I grocery shop.
Pre:
3
3.5
4
1.265
Post:
3.67
4
4
1.506
I exercise in order to lose/maintain weight.
Pre:
3.33
4
4
1.211
Post:
2.5
2.5
1
1.643
I have cut out drinking sugary sodas and sweet tea.
Pre:
3.17
3.5
1
1.835
Post:
2.67
2.5
1
1.633
I eat smaller portion or eat fewer portions.
Pre:
3.17
3.5
1
1.835
Post:
3.67
4
5
1.633
I have stopped buying/bringing unhealthy foods into my home.
Pre:
2.67
2.5
1
1.633
Post:
3.33
3.5
3
1.366
I have cut out/limit some foods that I like but that are not good for
me.
Pre:
3.33
4
1
1.835
Post:
3.67
4
4
1.366
I eat at restaurants or fast foods places less often.
Pre:
3
3
3
1.414
Post:
3.17
3.5
4
1.169
I substitute healthier foods for things that I used to eat.
Pre:
3.67
4
4
1.506
Post:
3.5
4
4
1.378
I have modified my recipes when I cook.
Pre:
3
3.5
1
1.673
Post:
3.33
3.5
5
1.633
*significant value p < .05

Z

Asymptomatic
Significance

-1.633

.051

-2.000

.023*

-1.342

.09

-1.732

.042*

-1.342

.09

-1.242

.107

-.447

.328

-.577

.282

-1.000

.159

-1.414

.079

Table 4. 7
Pre & Post-Intervention Weight Management Subscale Outcome
Mean
H-SCALE: Physical Activity
Pre:
31.33
Post:
31.167

Standard
Deviation
13.604
12.703

T

Df

Significance
(1-tailed)

-1.01

5

.18
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Smoking/Alcohol Subscales
Participants also answered five questions regarding their smoking habits, exposure to
second-hand smoke, and the amount of alcohol they consumed. All participants in the sample
denied smoking cigarettes or being exposed to second-hand smoke, and only one participant
consumed a small amount of alcohol, so analysis was not necessary.
Adherence/Non-adherence
Results from the pre and post H-SCALE survey demonstrated no improvement in
medication, diet, physical activity, or weight management subscales (Table 4.8). Only one
participant of the remaining six participants took blood pressure medication daily, but did not
report taking it at the same time. Adherence scores to the diet remained unchanged, but physical
activity components actually decreased post-intervention (17%), where one participant reported a
lower amount of physical activity performed. While weight management adherence scores
stayed consistent before and after the intervention, one participant improved in adherence, and
one participant decreased in adherence. All participants in the sample were adherent in smoking
and alcohol consumption.
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Table 4. 8
Pre & Post-Intervention Classification of Participants

Medication adherent
Medication non-adherent
No medications prescribed
Diet adherent
Diet medium quality
Diet low quality
Physical activity adherent
Physical activity non-adherent
Weight management adherent
Weight management non-adherent
Smoking adherent
Smoking non-adherent
Alcohol adherent
Alcohol non-adherent

Pre

Post

0%
17%
83%
0%
67%
33%
67%
33%
33%
67%
100%
0%
100%
0%

0%
17%
83%
0%
67%
33%
50%
50%
33%
67%
100%
0%
100%
0%

Blood Pressure Measurements
To test the hypothesis that blood pressure measurements would be reduced after
participation in a faith-based health education intervention, a paired-samples t-test was
performed. Prior to analysis, normality of distribution was assessed and not satisfied. The preintervention systolic blood pressure data did not have a normal distribution but was quite close to
normality via the Shapiro-Wilk test (p = .043). Thus, the paired-samples t-test was still utilized
due to the strength of the test. Fifty-seven percent of participants showed a decrease in their
systolic blood pressure measurements, with one participant dropping ten points from 160 to 150
mm Hg. The participant’s systolic blood pressure mean was reduced from 138 mm Hg (sd =
13.02) to 133 mm Hg (sd = 10.64) (Table 4.9). However, no significant difference found from
the pre-intervention systolic blood pressure measurements to the post-intervention systolic blood
pressure measurements (t(5) = 1.387, p = .112) (Table 4.9).
Diastolic blood pressure measurements revealed a slight decrease from a mean of 80.33
mm Hg (sd = 6.38) to a mean of 78.33 mm Hg (sd = 11.83) (Table 4.9), results demonstrated no
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significant difference from the pre-intervention diastolic blood pressure measurements to the
post-intervention blood pressure measurements (t(5) = .294, p = .39) (Table 4.9).
Table 4. 9
Pre & Post-Intervention Blood Pressure Measurements
Minimum

Maximum

Systolic blood pressure
Pre
128
160
Post
120
150
Diastolic blood pressure
Pre
70
90
Post
60
90

Mean

Standard
Deviation

138
133
80.33
78.33

t

Df

Significance
(1-tailed)

13.023
10.64

1.387

5

.112

6.38
11.83

.294

5

.39
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Chapter 5
Discussion
Hypertension that is not adequately managed can lead to early morbidity and mortality
(Mills, Stefanescu, & He 2020). With the rates of controlled hypertension well below HP2020
goals, additional interventions are needed. The purpose of this study was to determine if
participation in a faith-based health education on hypertension management would improve
health behaviors and blood pressure measurements to assist in combating this problem. In this
pilot project of a four-week faith-based health intervention, there were no significant differences
found in the H-SCALE subscale total scores that were measured before and after the
intervention.
Diet Subscale
Four individual questions in the diet subscale showed significant differences, but not
enough to impact subscale total scores. Small improvements were seen where participants
increased their weekly consumption of beans, peas, and lentils and decreased their weekly intake
of salty items such as pickles, olives, and vegetables in brine. This may be from the extensive
content on healthy nutrition such as the DASH diet, low-fat meat, alternative proteins, decreasing
salt, and increasing fruits and vegetables that was provided during the health education
intervention. However, a decline was discovered in the weekly consumption of eggs and fruit
such as apples, bananas, and melons. Discussion occurred during the healthy nutrition segment
about high cholesterol and increased cardiovascular risks. Participants may have felt that
decreasing egg consumption would be helpful to assist in decreasing their cholesterol levels.
The lack of improvement in overall diet subscale total scores may be due to the short amount of
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time the pilot project was conducted. Four weeks may not have provided sufficient time for
participants to integrate diet changes into their daily routine.
Physical Activity Subscale
Individual questions in the physical activity subscale showed no significant differences,
and one participant reported a decrease in physical activity. It is unknown to the researcher why
there were not significant changes, other than the length of the study. The H-SCALE survey
only evaluated participant’s physical activity over the prior seven days and may not reflect their
physical activity history for the entire month. Yet, it was anticipated physical activity would
improve on a weekly basis. Participants also did not know the researcher prior to the study and
may have felt more comfortable answering questions post-intervention resulting in a self-report
bias.
Weight Management Subscale
Participants demonstrated small improvements in reading food labels while shopping.
Discussion on reading food labels and the sodium content of canned and prepackaged foods
occurred during the health education intervention. Participants freely shared their struggles
while shopping after the session and encouragement was provided. The increased awareness of
the sodium content in food items may have led to this change. However, participants showed an
increase in drinking sugary sodas and teas. It is unknown to the researcher why there was a
decline in this question; whereas participants may have felt more comfortable answering survey
questions post-intervention.
Blood Pressure Measurements
Systolic and diastolic blood pressure measurements were slightly reduced in four out of
six participants, but no significant differences were found. One participant’s systolic blood

REDUCING HYPERTENSION THROUGH FAITH

45

pressure decreased from 160 mm Hg to 150 mm Hg. This is clinically significant because
research has found that even a decrease of 10% in blood pressure measurements can result in
lowered cardiovascular disease complications in the future (Reboussin et al., 2018).
Hypertension is a common condition that is prevalent in most community settings, and
many people may be unaware they even have the condition. During the screening, this pilot
project provided awareness to those who did not know their blood pressure was out of range.
Due to this identification, two individuals decided to participate in the study. The importance of
controlling elevated blood pressure/hypertension, and strategies to manage this condition was
provided. Participants learned their susceptibility and severity of developing additional health
conditions such as cardiovascular disease and strokes from uncontrolled hypertension, and
therapeutic lifestyle strategies to improve hypertension. However, the amount of time it takes for
an individual to perceive the benefits and make actual lifestyle changes is unknown.
Furthermore, without implementing a combination of lifestyle changes such as improved diet,
decreased salt intake, improved physical activity, and weight control, it would be difficult to
reduce blood pressure measurements without using blood pressure medication. It may also be
difficult to lose enough weight within a month to impact blood pressure measurements.
Interpersonal Relationships
During the project, it was interesting how participants stayed longer than the scheduled
90 minutes to discuss their health. One participant commented they did not have enough time
with their primary care provider to ask all of their questions regarding hypertension management,
and this health education intervention provided an opportunity to get them answered. The
researcher did not know many of the participants before starting the project since the church had
two services on Sundays. This project provided an opportunity for congregants to meet and
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develop relationships that were not already established. It was also observed the increased
amount of people who were unaware they had high blood pressure along with not having a
primary care provider. While only seven participants initially showed up for the classes, many
other people in the congregation received blood pressure screenings two weeks before the study.
Those whose blood pressure measurements were elevated or in the hypertensive range were
identified, and encouraged to attend the class and seek medical care. Improvements in health
behaviors and blood pressure measurements may not have been evident in as little as four weeks,
but this setting provided an avenue that can be utilized to educate individuals on health
promotion. The “sense of community” and the developed relationships provided a safe and
trusting environment where participants shared their struggles in managing their health.
It was anticipated that the faith-based health education would demonstrate statistically
significant differences in health behaviors after the health education intervention. Four out of six
participants’ systolic blood pressure measurements decreased, but there was no statistically
significant improvement. Yet, one participant’s systolic blood pressure was reduced by ten
points mm Hg. Participant’s increased knowledge of the risks of uncontrolled blood pressure and
how to manage the condition was not tested. There was some improvement in this area, but
health behaviors were not significantly different at the end of four weeks.
Limitations
The small sample size was a significant limitation of this study. This could be why the
results were not significantly different. The researcher was unaware of the additional classes that
were scheduled in the church during the same time of this pilot study that may have attracted
many potential participants. One class utilized a dining gathering to increase fellowship within
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the congregation while they visited various local restaurants. In addition, a new ministry school
was launched during this time that was quite time-consuming for many congregants.
Time was another limiting factor in this study. If it was conducted over multiple months,
self-care behaviors and blood pressure measurements might have shown significantly different
results. The H-SCALE survey only measured self-care behaviors, but a tool to measure
increased knowledge should have been utilized. After class, participants verbalized information
that was learned.
A self-report bias could have occurred when participants completed the pre and postintervention survey on health behaviors. The researcher did not know most of the participants
prior to the pilot project. They may have felt uncomfortable honestly answering some of the HSCALE survey questions pre and post-intervention, especially in a faith community setting.
Implications for Further Projects
Increased knowledge about the risks of uncontrolled hypertension and strategies to
manage the condition is much needed in Walker County, GA. In order to make a greater impact
within the faith community, the design for this project can be improved by adjusting the method
for a longer follow-up. Participants would attend an initial training and receive motivational
interviewing over a period of three to six months, and then follow-up for blood pressure
measurements. The sample size would be increased along with the inclusion of more males in
the study. Motivational interviewing would be included where participants would receive
counseling on an individual basis. This would allow for a longer time to track participants and to
determine if improved health behaviors can truly assist in reducing hypertension. A mixed
study, including a qualitative component, could be useful in gaining participants’ viewpoints.
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This pilot project could be adopted by the faith community’s denomination and
implemented within multiple churches across the United States. Approximately one year ago
their website stated they met the needs of the body, soul, and spirit, but offered programs mainly
assisting the soul and spirit. Health education interventions like this project can be used to
positively impact the body within this faith denomination to improve health outcomes of their
congregants.
Implications for Practice
Contact time between patients and providers is often limited to approximately fifteen to
twenty minutes in primary care. This does not allow for extensive education and multiple patient
questions regarding the risks and management of hypertension. Faith communities provide a
setting where health promotion activities can be explored along with impacting an increased
number of individuals. Nurse practitioners/nurses can partner with faith communities to provide
health education without the clinical time constraints. Practical strategies in managing
hypertension can be provided, and questions from the congregants can be answered and
explained. In addition, blood pressure measurements would be monitored, and guidance offered
to assist with reducing hypertension. This setting can be another avenue for nurse
practitioners/nurses to make a positive health impact within the community.
Conclusion
This pilot project aimed to improve hypertension management in individuals within a
faith community that would lead to reduced stroke and cardiovascular risks. It was hypothesized
if individuals participated in a health education intervention, they would improve their health
behaviors. In addition, improved health behaviors would lead to reduced blood pressure
measurements and the control of hypertension. While this project did not find a statistically
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significant difference in blood pressure measurements and health behaviors, it provided an
atmosphere where strategies to assist in managing hypertension can be learned. This
demonstrates that providing health promotion education within a faith community setting could
make a positive impact and improve the health of individuals. However, further research is
needed.
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Appendix A: Format of Sessions
Session 1
• Worship
• Devotional
• Risks of hypertension
• Knowing your numbers
• Medication Adherence
• Smart Goals
• Discussion
• Prayer
Session 2
• Worship/Prayer
• Food Sampling
• Devotion
• DASH, Mediterranean, and Plant-Based diets
• Shake the Salt Habit/Reading Food Labels
• Hydration
• Discussion
• Prayer
Session 3
• Worship
• Devotional
• Physical Activity
• Natural Supplements
• Weight Management
• Alcohol/Smoking
• Discussion
• Prayer
Session 4
• Worship
• Devotional
• Rest/Sleep
• Stress Management
• Gratitude
• Discussion
• Prayer
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Appendix B: Consent Form
Consent Form
I understand that I am being asked to participate in a research study to be conducted at Covenant Life
Worship Center. This research study will evaluate: The participation in a faith-based health
education program on improving lifestyle behaviors and elevated or high blood pressure. It will
consist of four-week teaching sessions focusing on strategies that can be used to manage elevated or
high blood pressure. The sessions will be held once a week over a period of one month and last
approximately ninety minutes.
I realize the knowledge gained from the study may help me or other people who have elevated or
high blood pressure in the future.
If I agree to participate in the study, I will complete a survey and have my blood pressure checked at
the beginning and end of the study. All identifying information and study data will be kept
confidential. Every effort will be made to keep information shared in group sessions private.
However, the information may be used in nursing publication or presentation without any identifying
information. I understand that I will not be compensated for participating in the study.
The known risks associated with the study are minimal. This program does not replace the treatment
plan established by my health care provider. I realize I am encouraged to continue with that
treatment plan for the management of my blood pressure.
I realize I may not participate in the study if I am under 18 years of age or if I am pregnant.
I realize that my participation in this study is entirely voluntary, and I may withdraw from the study
at any time. I may leave any questions unanswered on the Demographic and Enrollment Form if I
choose. My attendance is encouraged in all of the sessions, but not required.
I understand if I sustain injuries from my participation in the research project, I will not be
compensated by Covenant Life Worship Center.
If I need to, I can contact Dr. Frances Johnson, Southern Adventist University, School of Nursing,
any time during the study.
The study has been explained to me. I have read and understand this consent form, all of my
questions have been answered, and I agree to participate. I understand that I will be given a copy of
this signed consent form.

_______________________________________
Signature of Participant

_________________________
Date

_______________________________________
Signature of Investigator

_________________________
Date
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Appendix C: Enrollment Form

Enrollment Form
Initials _____________ Assigned Number ______________________
Age _________________Race________________________________
Gender ___________________________________________________
How many years have you had high blood pressure? _______________
Do you have a primary care provider? ___________________________
Do you take medication for your blood pressure?___________________
If yes, please list medications: _________________________________
__________________________________________________________
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Appendix D: Hypertension Self-Care Activity Level (H-SCALE) Survey
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Appendix E: American Heart Association’s Brochure:
Understanding and Controlling Your High Blood Pressure
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Appendix F: Wristband
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Appendix G: Permission from Author to use H-SCALE Survey
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Appendix H: Advertisement of Health Education Intervention
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Appendix I: Institutional Review Board Approval/Application
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Appendix J: Consent from Covenant Life Worship Center
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Appendix K: Author’s Instructions on Scoring H-SCALE Survey
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Appendix L: Scholarly Project End of Program Student Learning Objectives Synthesis
The DNP project Reducing Hypertension through Faith Community Nursing integrated
both DNP clinical scholarship and evidence-based practice. The DNP student analyzed and
evaluated scientific knowledge regarding the management of hypertension. The best evidence,
the DNP student’s clinical expertise, and the population’s preferences and values were
incorporated in developing this DNP project. Current evidence-based practice strategies from
the American Heart Association was translated and applied when creating a health education
intervention on managing hypertension. Topics such as healthy nutrition, physical activity,
weight management, and stress reduction to improve health behaviors and reduce blood pressure
measurements were included. Relevant scripture and worship provided a culturally appropriate,
holistic approach in delivering patient-centered care. Thus, the DNP student sought to generate
new knowledge on the use of Faith Community Nursing and how it can provide health
promotion and improve health outcomes through the management of hypertension.
Creating a research question is critical in discovering the best evidence for an identified
problem. A searchable PICO question to find relevant literature regarding the problem should
include a population (P), intervention (I), comparison (C), and outcome (O). It was recognized
that hypertension is a prevalent problem worldwide that can lead to heart disease and strokes.
Heart disease and strokes are the nation’s leading causes of death (Mills, Stefanescu, & He
2020). Walker County, Georgia, was found to have the highest heart disease and stroke deaths
per 100,000 people that exceed state and national levels (Catholic Health Initiatives Memorial
Hospital, 2016). Therefore, interventions are needed on the national, state, and community
levels to decrease these rates. Those individuals within a faith community who had hypertension
or elevated blood pressure were identified as the population. A health education intervention on
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the management of hypertension was developed and implemented as a community level strategy
in a church located in Walker County, Georgia. However, there was no comparison specified in
this DNP scholarly project, as this was a quasi-experimental prospective design. Improved
health behaviors and decreased blood pressure measurements were the outcomes identified in
this DNP project. Therefore, this DNP scholarly project identified the essential elements of the
PICO question, so evidence could be obtained to reduce hypertension through faith community
nursing.
After defining the components of the PICO question, a focused clinical question can be
finalized. This DNP scholarly project’s clinical question was: Among members of a faith
community with self-reported hypertension or elevated blood pressure, does participation in a
health education intervention have an effect on changing health behaviors and decreasing blood
pressure measurements? The DNP student wanted to discover if participation in the health
education intervention would lead to improved health behaviors such as healthy eating, physical
activity, and weight management within individuals of a faith community who had hypertension
or elevated blood pressure. The student also hypothesized that improvements in health behaviors
would then lead to reduced blood pressure measurements.
Critical appraisal of current literature to determine the best evidence for practice was
essential in developing the DNP scholarly project. The DNP student evaluated multiple research
studies to ascertain if they were valid and reliable. The level of evidence, along with the quality,
was determined for each research study. The studies were also analyzed for significant results,
and if they were clinically relevant and applicable to the chosen population. Current research on
faith community nursing was found to be limited. Research promoting health in faith
community settings has predominately taken place in African American churches. In addition,
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population samples were often small, included mostly women, and the strength of the studies
was low.
Current evidence-based practice strategies to reduce hypertension were gathered during
the research process using health information systems. New guidelines established in 2017 on
blood pressure measurements and their management were incorporated into the health education
curriculum. Strategies to improve diet, decrease salt intake, increase physical activity, manage
weight, improve sleep, and reduce stress were also included. Information technology was
employed to develop the health education intervention PowerPoints.
The scholarly research project provided health education information that was safe,
evidence-based, and would provide the least harm to participants. The health education
intervention was designed to be conducted once a week for ninety minutes and would last for one
month. The DNP student hoped this time period would allow for the health education
intervention to positively impact participant’s blood pressure measurements and health
behaviors. The health education teaching sessions would be provided in group sessions,
ensuring that all participants would receive the same treatment. Incorporating worship and
scripture into the DNP scholarly project education sessions would provide culturally-sensitive,
patient-centered care needed for this population group within a faith community setting. These
components of this DNP project enabled the student to acquire IRB approval to implement the
scholarly project within a faith community.
The DNP student functioned as the practice specialist to implement and evaluate the DNP
scholarly project in a local faith community. Collaboration with a trained volunteer nursing
student occurred during the blood pressure screenings to advertise the scholarly research project.
Many prospective participants had their blood pressure taken and were encouraged to attend the
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class. The DNP student used validated aneroid sphygmomanometers (Welch Allyn D244) to
measure blood pressure measurements. A trained EMT volunteer helped measure pre/postintervention blood pressure measurements of the scholarly research project participants. In
addition, the Hypertension Self-Care Activity Level Effects (H-SCALE) tool with the revised
DASH-Q diet subscale was used to measure participants’ health behaviors in managing
hypertension before and after participation in the health education intervention. Medication
adherence, diet, physical activity, smoking, weight management, and alcohol behaviors were
assessed. All data that was collected was maintained in a secured box. SPSS data analysis
software was utilized to evaluate the data and to determine if the results were significant.
Evaluation of the DNP project did not find significant differences in the pre and postintervention data from the H-SCALE survey total subscale scores (diet, physical activity, and
weight management). In addition, significant differences in blood pressure measurements were
not found using a paired-samples t-test. However, a Wilcoxon signed-rank test found significant
differences in individual questions such as an increased weekly intake of beans, peas, or lentils
and eggs. Participants decreased their weekly consumption of pickles, olives, and vegetables in
brine, but also reduced their weekly intake of fruit such as apples, bananas, melons, or raisins. A
significant difference was found in the weight management subscale questions such as an
increase reading food labels while shopping, but there was also an increase in the consumption of
sugary drinks. Therefore, small benefits and declines were seen in individual questions, but did
not impact total subscale scores of the H-SCALE survey. This could be due to the limited time
the study was conducted and the small sample size. If the study was conducted over a longer
period of time with a larger sample size, significant differences and improvements in health
behaviors and blood pressure measurements may become evident.
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The findings of the scholarly research project will be presented to DNP faculty and
students. Strategies that can be implemented to reduce hypertension and improve health
behaviors within a faith community will be provided along with significant findings. The DNP
student also foresees opportunities within her church leadership and denomination to present the
scholarly research project and other health promotion activities within a broader faith
community. Faith community nursing is a community level strategy that can be utilized to
improve health outcomes within faith-based populations.

